hyperkeratosis seen in the verrucous lesions over a bluish background, which again favored a vascular etiology.
VH in its pre-verrucous state may be indistinguishable from infantile hemangioma, venous or lymphatic malformation and angiokeratoma. Dermoscopy of infantile hemangioma has been reported to exhibit a polymorphous pattern of vascular structures with or without red linear and red dilated vessels [14] . The absence of a bluish component in hemangioma can help distinguish it from VH in early stages.
As mentioned by Osio et al. [14] , the color of the hemangioma can help classify infantile hemangioma with the superficial type showing a bright reddish color, and the superficial and deep type depicting a dark red color. We would like to believe that a prominent bluish component in VH is seen due to the depth of the vascular involvement. Angiokeratoma has been described as having three patterns in dermoscopy with dark lacunae and whitish veil in all three, peripheral erythema as a second pattern and hemorrhagic crust as a third [15] .
Although it is difficult to distinguish between angiokeratoma and VH on the basis of dermoscopy the presence of reddishblue lacunae without whitish veil, as seen in our case points more towards VH. More studies are needed to differentiate angiokeratoma from VH concretely.
In its mature phase, the clinical and dermoscopic differen- without any vascular lacunae, which helps in distinguishing it form VH [17] . The dermoscopic findings of the differential diagnosis of verrucous hemangioma is summarized in Table 1 .
Dermoscopy can help play an important role in clinching the diagnosis and aiding in management when clinical findings alone or an inadequate (superficial) biopsy specimen is misleading. The importance of reaching an accurate diagnosis cannot be overemphasized when planning treatment, given that the treatment of choice for VH is complete surgical excision. Incomplete excision leads to persistence, recurrence and continued enlargement of the lesion. Due to the deeper vascular infiltration, the recurrence rate of VH is 33%, especially when the lesions are larger than 2 cm in diameter [3] .
Various other options that have been tried with limited results include ultrasound, cryosurgery and electrocautery, especially for smaller lesions [4, 18, 19] . Recently, a combination of CO2
and dual pulsed dye laser Nd:YAG has been reported to provide satisfactory response in some cases [20] .
Conclusion
In this report, we describe clinical, dermoscopic and histopathological features of VH in a 13-year-old girl. We emphasize that VH has distinct dermoscopic features and suggests that dermoscopy can contribute significantly to diagnosing such a rare congenital vascular malformation. The interesting fact about this case is rarity of disease more so than the linear presentation along with the presence of both verrucous and pre-verrucous stages. Further, the dermoscopic pattern in both the types of lesions is another highlight of this case. 3. Angiokeratoma Dark lacunae and whitish veil, peripheral erythema, and hemorrhagic crust in third pattern [15] 4.
Pigmented Basal Cell Carcinoma
Leaf-like and spoke-wheel pigmentation, arborizing vessels, erosions, blurred lacunae that may look like blue-gray ovoid nests [12] 5. Verrucous Epidermal Nevus Large brown circle seen as oval or round structures with a hyperchromic brown edge surrounding a hypochromic area [16] 6. Seborrheic Keratosis Milia-like cysts, comedo-like openings, fissures and ridges and sharply demarcated border [17] 
